Background: Wallerstein's Scales of Psychological Capacities (SPC) is a fairly new measure of psychological change, developed to meet the need for an instrument which can be used by clinicians and researchers from different psychotherapy directions and schools. This study examined whether Blatt's theory of 2 different types of psychopathology can be used to interpret the latent structure of the SPC. Sampling and Methods: Data from 224 individuals with mild to severe psychopathology were factor analyzed. Results: A 2-factor solution was meaningfully interpreted from Blatt's theory, and the factors were used for computing summary scales. The scales had adequate reliabilities and discriminated well between different classifications according to DSM-III-R. Patients with depressive or anxiety disorder had more problems with issues concerning self-definition compared to patients with cluster B personality disorder.
In recent years, there has been a growing interest in integrative models of the mind [1] [2] [3] . Horowitz [4] [5] [6] [7] and Horowitz et al. [8] launched a model of the mind which blends psychoanalytic models and models within cognitive science (social cognition [9] [10] [11] ; cognitive information processing [12] [13] [14] [15] [16] , and cognitive developmental theory [17, 18] ). With this model, they aimed at overcoming weaknesses in both: for example, psychoanalytic theory needs to be strengthened with a clear and specified outlining of 'how mental activities work and how they may be changed' [5, p. 1] , and cognitive theory needs to be complemented with an understanding of how small building blocks of information together allow higher-level functioning, and how cognition interacts with emotional processes.
A similar approach is that of Blatt [19] and Blatt and Lerner [20] , which integrates concepts from cognitive developmental psychology [17, 18] , developmental psychoanalytic theory, attachment theory, and Erikson's [21] model of psychosocial development. According to Blatt, Erikson's model would benefit from adding an attachment developmental line which illustrates relatedness to the individuality developmental line. In this perspective, the capacities for autonomy, initiative, industry, and identity in Erikson's model emerge in parallel with the development of a capacity for relatedness, e.g. capacity to empathize, engage with and trust the other person, to cooperate and develop a close relationship characterized by intimacy and reciprocity.
Thus, the theoretical model of Blatt [19, [22] [23] [24] , Blatt and Lerner [20] , and Blatt and Shichman [25] is based on the assumption that personality development normally proceeds through the integration of evolving capacities for interpersonal relatedness and self-definition. This distinction between 2 fundamental developmental themes, initially introduced by Freud [26] [27] [28] and later used by many psychoanalytic theorists [29] [30] [31] [32] [33] [34] and nonpsychoanalytic theorists [35] [36] [37] , was complemented with a formulation of 2 maladaptive configurations. Both of these configurations range from mild to severe forms of psychopathology. One is the anaclitic psychopathology, which involves issues concerning interpersonal relatedness such as trust, caring, intimacy, and sexuality. The second configuration is the introjective psychopathology, which primarily concerns difficulties in establishing and maintaining a sense of self. People with introjective disorders may also be preoccupied with issues ranging from a basic sense of separateness, concerns about autonomy and control, to more mature concerns about self-worth.
According to Blatt and Felsen [38] , anaclitic disorders include disorders at different developmental levels, from hysterical disorders and anaclitic depression, borderline personality disorder to nonparanoid schizophrenia. Introjective disorders also range developmentally from milder (phallic narcissism and introjective depression) to more severe (paranoid schizophrenia) disorders. Empirical studies, summarized by Blatt and Felsen [38] , have shown that these 2 different configurations can be reliably assessed. Moreover, studies have shown that people with an anaclitic psychopathology come to treatment with different needs than those with an introjective psychopathology [38] [39] [40] . Also, patients with an anaclitic disorder used a different set of defensive operations (e.g. projection, undoing, reaction formation, intellectualization) compared to those used by patients with introjective disorders (e.g. denial, repression) [38] .
The work undertaken by Wallerstein [41, 42] represents, to our knowledge, a unique attempt to provide psychoanalytic clinicians and researchers from different psychoanalytic perspectives with a universal language. The solution Wallerstein came up with was to focus on the concept of psychological capacity. With this strategy, he hoped to reach agreement that significant changes of a person's pattern of psychological capacities would correspond to changes in the underlying psychic structures, no matter how these structures are defined by different psychoanalytic perspectives [43] [44] [45] .
Another purpose was to create a link between the clinically observed phenomena and the theoretically proposed concepts. This would stimulate the dialogue between clinicians and researchers. Of course, at the metapsychological level, the theory is untestable. But, as was suggested by Hilgard [46, 47] and Kihlstrom [48] , the theory 'is not untestable in principle: nestled under the metapsychological propositions is a hierarchy of general, specific, and empirical propositions which are increasingly amenable to testing by means of conventional scientific procedures' [48, p. 4] . The concept of psychological capacity seemed to meet this need, and 17 psychological capacities were formulated which, taken together, should provide an ordered form for describing a patient's functioning.
Wallerstein [43] declared that the set of psychological capacities is built on core elements of psychological functioning according to psychoanalytic theory, i.e., the deployment and management of the libidinal and aggressive drives, the control and modulation of impulse and affect, the relatedness to objects, the differentiation and integrity of the self-functioning, the intactness and effective functioning of the ego ideal and of the superego, the quest for mastery and effective adaptation. Although the notion of normality is not explicitly discussed in their writings on psychological capacities, Wallerstein and his collaborators [e.g. ref. 44, 45] clearly embarked from the psychoanalytic assumption that human beings have 2 tasks: to love and to work, a statement that is often ascribed to Freud although no source for it has been identified [49] .
The 17 psychological capacities represent 3 types of psychological capacities: (1) relationship with self, (2) regulations of self and (3) relationship with others were described [44] . The capacities should be mildly to moderately correlated with each other, and other psychological capacities should either be derived from these 17 capacities or relatively unimportant in helping to achieve an adaptive psychological functioning.
The term accessible indicates that the psychological capacities contrast with resources that are latent and for some reason blocked to accessibility or delayed in their development, while resource means that it can be drawn upon, along with other resources (e.g. intelligence), to contribute to the psychological functioning.
The set of psychological capacities was arranged into the Scales of Psychological Capacities (SPC) [43] , which provided an ordered form for evaluating and describing an individual's psychic functioning. The degree to which an individual has achieved a normal functioning on each capacity should be assessable from the individual's observable behavior and experiences [43] . Thus, similar to circumplex models of interpersonal behavior [50] [51] [52] [53] [54] , the psychological capacities were defined close to ordinary language, using surface themes [45, 54] . The capacities should be mildly to moderately intercorrelated, and other psychological capacities should either be derived from these 17 capacities or relatively unimportant in helping to achieve an adaptive psychological functioning [45] .
The SPC measures the relevant directions of deviation for each capacity, basically exaggerated and inhibited functioning, and sometimes also deformed functioning with 1, 2, or 3 items. In all, there are 38 items, grouped according to the 3 different types of psychological capacities: capacity to relate to self, capacity to regulate self, and capacity to relate to others. To guide the assessment of a subject's psychological capacities, a manual was constructed [Wallerstein et al., 1989, unpubl . document] where definitions of normal presence of the individual psychological capacities are given along with clinical vignettes and descriptions of problems that are relevant for each psychological capacity. The SPC recognizes that a subject may have problems with a certain psychological capacity in more than one direction, which implies that problems with a psychological capacity are not bipolar but may well be dualistic or pluralistic. For example, an individual who has difficulties in empathizing with others may be egocentric and/or emotionally blunting, and/or (s)he may have a tendency to become emotionally absorbed. Summing up, the concept of psychological capacity represents an effort to define a common denominator within psychoanalytic theory, and a way of exploring intrapsychic process and change empirically.
A Swedish version of the SPC has been developed, and its interrater reliability and internal consistency were examined in 2 studies [54] . On the basis of the reliability studies, Sundin et al. [55] revised the Swedish version of the SPC and 15 items were reformulated. These reformulations did not alter the conceptual structure of Wallerstein's SPC: (a) the 38 items were still arranged in 3 categories, and (b) an individual might exhibit difficulties with a certain psychological capacity in 1, 2 or 3 directions. A back-translation confirmed that the Swedish version of the SPC was true to the original SPC, except for the items that were reformulated. The Swedish SPC is shown in table 1.
For the last decade, the Swedish SPC has been used for clinical purposes in the evaluation of the psychological functioning of patients in more than 30 psychiatric treatment clinics in different Swedish cities. Although the SPC was originally constructed for evaluating people in the range from normal functioning to personality disorders, and not for psychotic patients [Wallerstein R.S., 1990, pers. commun.], we have learnt that it is a meaningful tool for clinicians who work with schizophrenic patients. In our previous research studies, SPC data on individuals with psychotic illness were included, and the results suggested that it is possible to use the SPC for this patient group [55, 56; Sundin E.C. and Armelius K., submitted].
We have obtained adequate interrater reliability [ICC(1, 1) = 0.65] and internal consistency (0.84) for the whole scale (38 SPC items) [55] . When treating the items designed to measure each of the 3 types of capacity as subscales [(I) the self scale, (II) the self-regulation scale, and (III) the relationship scale], the internal consistencies were less encouraging (for the 3 subscales: 0.64, 0.27. and 0.72, respectively). Therefore, attempts to create new subscales that are theoretically meaningful and clinically useful have been made. These efforts suggested that 2 rather than 3 subscales would be advisable, and that the capacities that deal with self-regulation should be included in the 2 remaining subscales (the self scale and the relationship scale). In the present study, we departed from the assumption of Wallerstein [43] and DeWitt et al. [44] that the SPC can be used from different psychoanalytic perspectives. Since previous findings pointed to a model of the mind such as that of Blatt [19, [22] [23] [24] , Blatt and Lerner [20] and Blatt and Shichman [25] , where personality development is viewed as the integration of evolving capacities for interpersonal relatedness and self-definition, this study was an attempt to create subscales based on Blatt's theoretical model.
The primary purpose of this study was to examine whether Blatt's model of psychopathology can assist in creating subscales for the SPC. A second aim was to examine the internal consistency of the new subscales, and a third was to explore differences with respect to psychological resources and difficulties in patients who are classified according to DSM-III-R [57] and Kernberg's [58] concept of personality organization.
Methods

Participants
This study included participants from 3 different databases. One reason for including different participant groups was that it allowed us to generalize the findings over populations with different forms of psychopathology. A second reason was that this study aimed to Sundin Reliance on self and others A From secure reliance on others to rarely able to rely on others B From secure reliance on self to rarely able to rely on self C From security in having others rely on self to rarely able to be a person relied upon Commitment in relations A From engagement in relations to compulsive overinvolvement B From self-delimitation to limited, tenuous commitment Reciprocity A From comfortable taking from others to exploitation of others B From comfortable giving to others to surrender of self Thirty-eight SPC items grouped according to (I) self scale, (II) self-regulation scale and (III) relationship scale.
examine the latent structure of the SPC using factor analysis, which is a statistical measure 'designed to examine the covariance structure of a set of variables and to provide an explanation of the relationships among those variables in terms of a smaller number of unobserved latent variables called factors' [59, p. 2] . Factor analysis, as all measures which include estimates of covariance, is dependent on variation in the data in order to reach an acceptable reliability coefficient. Thus, it is desired that the restriction of measurement range is the smallest possible. With 3 different participant groups, we hoped to get a larger variance in the level of psychological capacity among participants compared to only patients in psychiatric care or only nonpatients.
Participants were drawn on the basis of completeness of the 2 measures; SPC and personality organization (PO). The first group consisted of 27 psychiatric patients who received hospital care; excluded were patients with organic syndromes and long-standing psychotic disorders. The second group contained 180 subjects who received treatment for severe psychiatric illnesses in small treatment 
Total number of patients not diagnosed: n = 78; total number of diagnoses: n = 221; total number of patients: n = 224. units, which provided different kinds of psychotherapeutic interventions [60] . The third group consisted of 17 clients at a student psychotherapy clinic at the Department of Applied Psychology, Umea University, Umea, Sweden. These clients represented people with normal mental health who experienced various difficulties, mainly interpersonal problems and problems related to studies or work [Armelius et al., 1993, unpubl. document] . Table 2 summarizes the DSM-III-R axis I and axis II diagnoses [57] for the subjects who participated in the study. The average age of the subjects in the first sample was 35 years, 39% of them were women. The average age for the second sample was 30 years (SD = 8), 46% of the patients were female. The average psychotherapy client was 31 years old, 55% were women. All participants gave their written informed consent and only few subjects declined participation in the study.
Instruments and Procedures
DSM-III-R
The psychiatric inpatients were diagnosed according to the DSM-III-R. For a majority of the patients, DSM diagnoses were made retrospectively by expert clinicians on the basis of case record information and a detailed knowledge of treatment. Sixty-one percent of the patients in this study had an axis I diagnosis as main diagnosis, 49% received the diagnosis of schizophrenia or other psychotic disorder. Eighteen percent of the patients qualified for an axis II diagnosis but had no axis I diagnosis. Twenty-one percent had not been diagnosed according to the DSM-III-R.
Personality Organization Participants in this study were also given a psychoanalytic diagnosis according to Kernberg's [58] concept of PO. The concept of PO resonates the theoretical assumption that there are 3 qualitatively different types of psychic structure, i.e. neurotic PO (NPO), borderline PO (BPO), and psychotic PO (PPO), where PPO is on the lowest level of mental health, NPO is on the highest and BPO is inbetween [58] . Clinicians and clinical researchers who assessed 3 aspects of the subject's psychological functioning made the PO diagnoses: degree of identity integration, level of defensive operations and reality testing. Assessments were made on a 5-point rating scale on the basis of information culled from a clinical interview that followed Kernberg's recommendations [61] . These assessments were then summarized into a PO diagnosis. Support for interrater reliability [62] and validity [63, 64] of assessment according to PO has been presented. In our 2 psychiatric patient groups, 113 patients were diagnosed with PPO, 62 had BPO, and 27 were deemed to have NPO. Five patients had not received a PO diagnosis.
Scales of Psychological Capacities
All participants took part in an individual interview developed to collect information for assessments with the SPC [Sundin E., 1993, unpubl. document]. The interviews were conducted and videorecorded by a different group of clinicians and clinical researchers than those who did the assessments of PO. The interviewers also did independent assessments of the SPC items, guided by the manual [Wallerstein R.S. et al., 1989, unpubl. document]. Assessments were made on a 4-point measurement scale where scale point '0' indicates normal capacity, and scale points '1', '2', and '3' measure different degrees of severity of personality problems. To secure a homogenous interview style and reliable SPC assessments, the judges met regularly. The judges reported that they often had difficulties in obtaining information from the subjects for the 2 items that measure the capacity to regulate sexuality. A preliminary inspection of the independent SPC ratings suggested that all items had a satisfying interrater reliability except for these 2 items, and they were therefore excluded from further analyses, leaving us with data on 36 SPC items.
To obtain a more definite estimate of interrater reliability, interviews with 10 out of the 52 patients included in this study were randomly selected and PSYCAP ratings were made by a second judge, who did the ratings independently from the first. Cohen's kappa calculated for each of the 10 sets of PSYCAP ratings ranged between 0.47 and 0.81, average kappa was 0.60. 
Sundin
Statistical Procedures
Following the data structure theory implicit in the assumption that there are 2 qualitatively different, however not completely unrelated, types of psychopathologies [19, 20, [22] [23] [24] [25] , we computed an exploratory factor analysis with oblique rotation. A model with 2 unobserved factors was specified and run on the basis of SPC ratings for the 3 samples (n = 224).
Results
Latent Structure of the SPC
The exploratory factor analysis resulted in 2 oblique factors with eigenvalues of 8.9 and 4.4, respectively. The factors accounted for 37% of the total variance explained (24.7 and 12.4%, respectively). Items that did not clearly fall into either factor were excluded based on 2 criteria: (1) they did not load sufficiently on either factor (factor loadings 10.40), or (2) they loaded too evenly on both factors (factor loading !0.1 difference). Eight items were excluded on this basis. Factor loadings for the final set of items are presented in table 3 .
In what follows, the content of each of the 2 factors is summarized. Out of the 16 items on factor 1, 13 items dealt with difficulties concerning interpersonal relations. The items that had the strongest loadings dealt with trust [31] , caring [24] , and being reliable [34] . The second factor carried 14 item loadings above 0.40, the majority (12 items) involved issues concerning self-definition, such as difficulties in establishing and maintaining a zest for life [5, 6] , self-reliance [14] , and underachievement [14] . Two summary scales were created from the items that loaded strongly on each of the 2 factors. The strong loadings on the first factor were used to create a summary scale named SPC1 interpersonal problems; the second summary scale was made up of items with strong loadings on the second factor, and it was labeled SPC2 problems with self-definition.
Reliability and Intercorrelations for the SPC Subscales
Internal consistencies for the SPC summary scales are shown in tables 4 and 5. The internal consistencies for the 2 summary scales were adequate (· was 0.87 for both scales), which suggested that each scale measures a homogenous construct. In comparison, an alpha of 0.90 was obtained for the total SPC (36 items).
The reliability of the summary scales was also supported by the correlations between individual items and the summary scale when that item was removed: for SPC1 interpersonal problems, the correlations ranged from 0.33 to 0.65, mean correlation was 0.50, and for SPC2 problems with self-definition, similar correlations were obtained (range from 0.31 to 0.65, mean correlation = 0.50). For both summary scales, Cronbach's alpha remained stable when a single item was removed, which suggests that no individual item is crucial by itself but the scales are pretty stable compositions.
A moderate correlation (r = 0.53) was obtained between SPC1 and SPC2, which suggests that the 2 summary scales are relatively independent from each other.
Concurrent Validity
First, we examined patient scores on the SPC1 interpersonal problems and SPC2 problems with self-definition for those who were diagnosed according to DSM-III-R. Three groups were considered to be of a meaningful size: patients who were diagnosed with schizophrenia (n = 78), patients with an affective disorder (n = 14) and patients with a DSM-III-R personality disorder, cluster B (n = 25). In the second group, affective disorder included patients diagnosed with mood disorder and anxiety disorder; the third group mainly consisted of patients with borderline and narcissistic personality disorder. The mean scores on the 2 SPC subscales by DSM-III-R are shown in table 6. Table 6 shows that all the 3 groups had higher mean scores on SPC2 problems with self-definition than on SPC1 problems. Interestingly, patients with affective disorder had the largest amount of problems on SPC2, while this group presented the smallest amount of difficulties on SPC1 interpersonal problems. Analysis of variance revealed a significant difference between the 3 groups on both SPC1 interpersonal problems [F(2, 214) = 5.30, p ! 0.006] and SPC2 problems with self-definition [F(2, 214) = 7.19, p ! 0.001]. Post hoc Bonferroni multiple comparison test was conducted to detect the difference among the 3 groups. Alpha was set at 0.05. On SPC1, patients with schizophrenia had more problems compared to patients with affective disorder (p ! 0.003). Patients with affective disorder had significantly more problems with issues concerning self-definition, assessed with SPC2, than patients with cluster B, axis II disorder Sundin (p ! 0.004). To examine if the SPC subscales discriminated between psychiatric patients grouped according to Kernberg's PO, an analysis of variance was computed based on the SPC data from the 2 samples (n = 207). The mean scores on the 2 SPC subscales by Kernberg's PO (NPO, BPO, and PPO) are shown in table 7.
As can be seen in table 7, the average SPC subscale scores for all the 3 patient groups classified according to PO suggested that the groups had more problems with self-definition than interpersonal problems. As could be expected, the average NPO patient had more mature types of concerns as measured with both subscales compared to the average PPO patient, who had severe difficulties, especially with issues concerning self-definition. The mean scores for patients with BPO were inbetween those with NPO and PPO.
Analyses of variance revealed a significant difference between the 3 groups on both SPC summary scales [F(2, 199) = 10.42, p ! 0.001; F(2, 199) = 10.65, p ! 0.001]. The results showed that both patients with PPO and BPO had significantly more difficulties with interpersonal issues compared to patients with NPO (p ! 0.001, both subscales). Patients with PPO had more difficulties with issues concerning self-definition as measured with SPC2 than patients with BPO and NPO (p ! 0.001, both subscales).
Discussion
Over the years, it has proved difficult to develop a generally accepted measure of personality processes and structure, partly due to the use of vague definitions and criteria for personality change [65, 66] . Efforts to accomplish this task have often been questioned, e.g. Mintz' [67] critique on Malan's work, and the critique of Reich and Frances [68] on Kernberg's PO. When designating the SPC, an important aim was to create a measure that would be useful for psychoanalytic clinicians and researchers, no matter how mental structures and processes were defined [43, 44] . Support for the face validity and content validity of the measure was provided by DeWitt et al. [44] , who received carefully done ratings with respect to the SPC's importance, comprehensiveness, clarity, and vividness from 62 representatives for major psychoanalytic directions in 7 different countries. All reviewers gave generally favorable comments on the SPC. Up till now, the SPC has been put to usage by 2 different research groups within the United States and a number of clinical workers and researchers in various European countries, e.g. Sweden, Germany, and France. The fact that the SPC manual has not been published as yet is probably a hindrance to a more widespread usage of the measure.
The interpretability of the factor-analyzed data collected with the Swedish version of the SPC, from Blatt's theory on personality development and psychopathology, contributes support for the SPC as a meaningful instrument for assessing personality functioning. The results of this study suggest that the theory of personality development and psychopathology by Blatt [19] and Blatt and Lerner [20] can be used as a tool to explore the latent structure of the SPC, summarizing the 38 items into reliable subscales.
However, since factor analysis involves a number of subjective decisions (e.g. number of factors to retain, or rotation method), it is not possible to determine the latent structure of the SPC on the basis of only 1 factor analysis. Moreover, the theoretical structure of Blatt's theory is very close to many other theoretical models within the psychoanalytic tradition. However important these comments may be, they are not inconsistent with the basic assumption of the SPC that the measure can be used by clinicians and researchers with different psychoanalytic orientations. Thus, the interpretation of the SPC's latent structure presented in this study is one of many possible solutions.
In this study, we computed an exploratory factor analysis with 2 factors, which was possible to interpret meaningfully in terms of Blatt's theory. The first factor was interpreted to represent interpersonal relations, with strong loadings from items that measure psychological problems in the area of interpersonal relations [e.g. (31) untrustfulness, (24) bullying others, (34) unreliability]. Thus, this factor could be linked to 'anaclitic psycho-pathology' according to Blatt's terminology. The second was thought to represent 'introjective psychopathology' with items that measure e.g. (14) underachievement, or (33) difficulties in relying on self. A confirmatory factor analysis should be undertaken for evaluating the fit of this model to empirical data. Moreover, studies of the psychological capacities in different patient groups, diagnosed according to DSM-IV, might reveal whether the SPC subscales can differentiate between patients with different psychopathologies. In this study, we found that patients with depressive or anxiety disorder had more problems with issues concerning self-definition compared to patients with cluster B personality disorder. Thus, by using the SPC, research support was yielded to a difference that may have been observed by many clinicians in their clinical practice. A weakness of this study was that reliability data for DSM diagnoses were not gathered. Moreover, the group of patients with depressive or anxiety disorder was small. Therefore, these findings are tentative.
When patients were classified according to Kernberg's [58] concept of PO, patients' psychological capacities were arranged in the expected order, i.e., the SPC summary scales placed the PPO patients on the lowest level of psychological functioning, NPO patients on the highest level, and BPO inbetween. The findings also suggested different patterns of psychopathology for patients with different PO, as measured with the SPC summary scales: both patients with PPO and BPO had greater concerns about interpersonal relations than patients with NPO, while PPO patients had more problems with self-definition than both NPO and BPO patients. If the SPC subscales were a measure of adaptation, we would have expected the same differences between patients arranged according to PO. A point of caution that must be recognized is the high risk for clinical judgments to be influenced by the level of mental health of a person. In this study, raters who made assessments according to the SPC worked independently from raters who made assessments according to Kernberg's PO.
In conclusion, some support was presented for the theoretical assumption of Wallerstein [43] and DeWitt et al. [44] that the concept of psychological capacity may be useful for psychoanalytic researchers, working with different psychoanalytic perspectives. Further studies of the relationship between the new SPC summary scales and other constructs such as adjustment in work and family life, psychiatric symptoms, and psychiatric disorder may help decide whether this model is useful. To examine whether the SPC subscales differentiate between patients grouped according to Blatt's 2 types of psychopathology, these constructs could be studied in individuals with high vs. low values on SPC1 interpersonal problems and SPC2 problems with self-definition.
